Introduction -Approaches to clinical education are highly diverse and becoming increasingly complex to sustain in complex milieu Objective -To identify the influences and challenges of providing nurse clinical education in the undergraduate setting and to illustrate emerging solutions.
INTRODUCTION
Undergraduate nurse clinical education is acknowledged for its role in socialising nursing students to professional practice and standards and nurturing the thinking, doing and emotional attributes needed to assimilate learning and integrate into the workforce (Willis 2012 ). Yet, this component of nursing programs can lack critical leadership and focus, be difficult to manage and is becoming more challenging, as demand for student placements intensifies (Smith, Corso & Cobb 2010) . Critical commentary in the literature (Allan 2010; Jackson & Watson 2011) , highlights concern that preparatory nurse education is facing emerging challenges from evolving healthcare policy, staff shortages and population changes, and these challenges are of local and international concern .
In this current climate, stakeholders risk looking for a 'quick fix' to what Jackson et al. (2013, p. 150) aptly call the "Achilles' heel of health care professional curricula", and seek reactive and short-term solutions. Donnelly & Wiechula (2012) caution that the nursing profession must seize the opportunity to engage in stimulating discussion on clinical education before political or financial constraints stifle creativity. To meet future demand for quality clinical experiences for students, requires clear leadership with a vision of change to drive sustainable and future proof innovation (Clinton & Jackson 2009; Keighley 2013) . 'Future proofing', according to Keighley (2013) is a process which determines future trends and generates forward thinking based on what is known today. The essence is that by future-proofing something -in this case clinical education -it will continue to be of value in the future.
OBJECTIVE
This paper sought to develop a snapshot roadmap to contextualise the barriers and facilitators to the clinical education of nurses. The overarching research questions were:
What are the inherent features in undergraduate nurse clinical education that impact its delivery?
What are the emergent challenges in the governance of undergraduate nurse clinical education? the Australian Nursing and Midwifery Accreditation Council (ANMAC 2012). These standards guide the requirements for students to achieve the necessary beginning level competency for registration, yet provide scope for flexibility and differentiation in local program content. With reference to the Australian context, Walker (2009) questions this flexibility as a potential risk, allowing for variable curricula able to produce a variable 'product' -the nurse graduate.
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Regardless of the ideological shift from 'training' to 'education' (Bradshaw & Merriman 2008) , and the 'model' of clinical education, features emanating from the hospital apprenticeship models still prevail. This is evident in the common term 'clinical placement' which Roxburgh, Conlon & Banks (2012) suggest implies that learning can be contained within the boundaries of a physical location, specific team or time. As part of a rotational access model, students are allocated to various placements in different settings, with diverse patients and supervisors. The model may be driven by availability and competition rather than the educational needs of the curriculum or learner (Holland et al. 2010 ). This can result in disconnected experiences (Campbell 2008) with students unsure how particular settings meet their specified or personal learning objectives (Mannix et al 2006) .
Historically, rotational models have centred on the acute care sector where high acuity, rapid patient turnover, specialization, patient safety and numbers of learners may not guarantee appropriate learning opportunities avail themselves. Lauder (2008) comments that acute care settings emphasise 'illness' and 'patients', thus promoting the medical model rather than person centred, social models of health. Continued reliance on the acute care setting will not adequately prepare students for primary healthcare or community based employment, growth areas within healthcare provision. Another common practice is for students to provide total patient care to increasing numbers of patients as they progress through their program of study. Benner et al (2010) caution that there is a misguided assumption that this makes students more 'work ready' on completion and they suggest that alternate ways for students to progress, develop and increase independence are needed.
The move to tertiary education conferred supernumerary status on students, giving rise to the need for models of student supervision. In their review, Budgen & Gamroth (2008) identified 10 clinical (or practice) education models, which often emphasise the mode of student supervision, rather than an overarching approach to teaching and learning. A spectrum of differing models
Revision _UG_Clinical Education 7 and definitions of student supervision has evolved with a variety of terms used, sometimes interchangeably, including 'supervising', 'mentoring', 'facilitating' and 'preceptoring'. As examples, mentoring utilises clinically based nurses -the nurse mentor, with student supervision part of the nurse's standard role (Jokelainen et al. 2011) . Alternatively in the clinical facilitator models, registered nurses (RN's) are employed by the higher education institution (HEI) to supervise students, typically in a 1:8 ratio and over several wards (Courtney-Pratt et al.
2012).
The preparation and governance of student supervisors, regardless of the model, also differs. In the UK, the Nursing and Midwifery Council's (NMC 2008) Standards to Support Learning and Assessment in Practice detail a formalised, nationwide structure. In contrast, with no formalised national structure in Australia, the need for greater consistency in supervisor preparation and governance has been identified (Andrews & Ford 2013) .
FurtheR variables are the numerical parameters of undergraduate clinical education. These include the total practice hours stipulated by governing bodies; the duration, number and type of placements or experiences; the range of shifts; and number and type of patients a student cares for. Illustrative of this is the disparity in student clinical practice hours within preparatory programs; the European Union requirement of 2300 hours, for example, contrasts with
Australia's minimum of 800 hours (EU 2005/36, ANMAC 2012). The duration of clinical exposure, along with its organisation and the complex issue of assessment of competence are factors to consider when student exchange and, more significantly, potential mobility of the global nursing workforce are considered (Dobrowolska et al. 2015) . This may be particularly pertinent to countries reliant on a migrant workforce to sustain the nursing workforce.
These facets exemplify the complexities and anomalies that intrinsically exist in undergraduate nurse clinical education. In addition, the provision of clinical learning experiences is also challenged by more contemporary issues such as healthcare, workforce and population changes. In contrast, in models of student supervision where the education institution provides the student supervisor, for example clinical facilitator models, other issues arise. Here both the supervisor (clinical facilitator or 'faculty') and student are 'guests' in a facility, necessitating that the supervisor must develop alliances to identify learning opportunities and engage facility staff in student support (Dickson, Walker & Bourgeois 2006) . In this approach, the bedside RN continues to play a vital role guiding students when the facilitator is unavailable and Courtney-Pratt et al. (2012) established that heavy workloads, time constraints and sheer numbers of students can affect these 'buddy' RN's ability to spend time with students.
Healthcare reform -Healthcare restructuring and reform has driven changes to the nurse's role with the increased prevalence of un-registered support roles, reducing the capacity of healthcare providers to host student clinical placements (Allan & Smith 2009; Smith, Corso & Cobb 2010) . In the UK, Allen and Smith (2009) found the increase in Assistant in Nursing (AIN)
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Revision _UG_Clinical Education 10 positions, has resulted in the registered nurses becoming the prescriber of care rather than the provider of care. Subsequently, one consequence is that students may not perceive 'essential or basic care' as the role of the registered nurse. Hasson et al.'s (2013) semi-structured interviews with unregistered healthcare workers (n=59), found student nurses worked alongside them to deliver patient care, due to limited RN availability. Interviewees revealed they were unofficially or informally involved in student education, teaching students basic clinical and non-clinical tasks. Similarly, Annear, Lea & Robinson (2014) explored the potential for care workers in the growing aged care sector to act as mentors to student nurses. However, overcoming student's initial negative attitudes and demonstrating the links between fundamental care activities, such as hygiene, to wider nursing competencies needed to be addressed to better conceptualize these facilities for placements. As yet not fully explored within the literature, these non RN roles and less traditional placement areas require consideration in workforce projection and planning due to their impact on diversification, skill mix and subsequent capacity to supervise and assess students. were 'fit for practice' on registration, though lacking in confidence; an important factor but distinct to lacking competence. In their research on perceptions of 'practice readiness', Wolff, Pesut and Regan (2010; p. 191) argue that the debate on the merit of the 'technically'
(apprentice) prepared nurse versus the 'professionally' (tertiary education) prepared nurse, are
''divisive and out-dated''. They propose the debate move towards achieving appropriate new graduate transition into various healthcare settings, where a myriad of influences, including staff shortages and emerging technologies impact their integration into the workforce (Wolff, Pesut & Regan 2010) .
Nurse education and the competency debate are further fuelled by public opinion and media reaction, where sentimentality for the past, lack of insight into contemporary healthcare and romanticized nursing images are evident. Headlines in the UK media suggest that degree educated nurses are "too posh to wash" or "too clever to care" (Fawcett 2013) are myths dispelled by the Willis Commission (Willis 2012). When the Australian healthcare system was under scrutiny, Jackson and Daly (2008) presented a thought provoking snapshot of letters from Australian metropolitan newspapers, many critical of the university educated nurses, harping back to the "good" old days and unappreciative of a well-educated nurse workface.
The response to these contemporary challenges varies from the establishment of government agencies, for example Health Workforce Australia (HWA) to independent commissions, reporting the 'health' of pre-registration nursing education (Willis 2012 ). In addition, however, nurses are driving reforms to enhance the robustness of future solutions, as the following cases illuminate.
IMPLEMENTING INNOVATION
Addressing the 'uncoupling' of health and education, Dedicated Education Unit (DEU) and related clinical education models, promote collaboration between practice and education partners. Defined by Moscato et al. (2007, p.32 ), a DEU is a healthcare setting "developed into an optimal teaching/learning environment through the collaborative efforts of management,
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Revision _UG_Clinical Education 12 clinical faculty, and staff nurses", where all staff engage in student learning. Compared to standard models, Callaghan et al. (2009) found students in DEU's benefit from observing many nurses practice, engaging in team-based care and communicating within the multidisciplinary team. Recent studies continue to highlight benefits of this model. Moscato, Nishioka & Coe (2013) identified their value in early identification of failing students. Mulready-Shick et al.
(2013) found nursing students had a preference for DEU's over traditional placements with retention of skills such as teamwork and DEU's have been reported to support high quality learning experiences with strong mentoring relationships (Nishioka et al. 2014) .
Another collaboration described by Nielsen et al. (2013) , 
